
12-13-2021_v1

kissaba.com   |   toll free 1-833-354-7722   |   general@kissaba.com

Parent/Guardian #1   (Signature) 

____________________________________________________ 

Parent/Guardian #2 Name   (Printed)

 Date 

____________________________________________________  _____ / _____ / _____ 

AUTHORIZATION FOR RELEASE OF INFORMATION

Submit this completed form to authorize KISS ABA provide to information to an outside entity. 
Please use a separate form for each provider.

____________________________________________________  

Parent/Guardian #1 Name   (Printed)

____________________________________________________ _____ / _____ / _____ 

Parent/Guardian #2   (Signature)  Date 

I/We hereby give permission and consent to KISS ABA to release confidential information (e.g., 
behavioral assessments/data, etc.) in the clinical record of my child/ward to the following: 

Name: _________________________________________     Title: _________________________ 

Company/School/Practice: _________________________________________________________ 

Street Address:___________________________________________________________________ 

City: _______________________________________ State: ________________ Zip: ___________ 

Phone:  ( _____    ) ________-___________     Email: ______________________________________ 

Name of KISS ABA Client:_____________________________  Date of Birth: _____/ _____ / _____




